While US government-sponsored HIV prevention initiatives have achieved notable successes, challenges remain to serving women effectively. Intimate partner violence hinders women's efforts to decrease their HIV risk behaviors. The global HIV/AIDS epidemic is often viewed as a human rights crisis. An analysis of US HIV prevention strategies based on ecosocial and health and human rights frameworks clarifies women's HIV risk practices and suggests opportunities for progress. These two frameworks help to 1) demonstrate how HIV/AIDS is a clinical manifestation of violence against women, 2) identify safety from violence as a human right necessary for wellbeing, and 3) suggest ways in which HIVprevention initiatives can more effectively improve women's health and fulfill their basic human rights. Si bien las iniciativas de prevenci?n de infecci?n por VIH auspiciadas por el gobierno estadounidense han alcanzado ?xitos notables, persisten desafios para dar servicio eficaz a las mujeres. La violencia por parte de las companeros intimos obstaculizan los esfuerzos de las mujeres por disminuir sus conductas que las ponen en riesgo de quedar infectadas por el VIH. La epidemia mundial de infecci?n por VIH a menudo se considera una crisis de derechos humanos. Un an?lisis de las estrategias estadounidenses para la prevenci?n de infecci?n por VIH basado en marcos ecosociales y de derechos de salud y humanos, aclara las practicas que colocan a las mujeres en riesgo de infecci?n por VIH, y sugiere oportunidades para avanzar. Estos dos marcos ayudan a: 1) demostrar c?mo la infeccion por VIH es una manifestaci6n clinica de violencia contra las mujeres, 2) identificar la seguridad contra la violencia como un derecho necesario para el bienestar, y 3) sugerir maneras en las cuales las iniciativas de prevenci?n de infecci?n por VIH pueden mejorar con mayor eficacia la salud de las mujeres y satisfacer sus derechos humanos.
annual incidence of HIV infection from 150,000 per year in the mid-1980s to 40,000 per year since the late l990s. 3 Perinatal transmission, transmission via blood donation, and transmission associated with injection-drug needle-sharing have been greatly reduced as a result of HIV prevention efforts. 4 Despite these advances, however, substantial HIV prevention challenges remain for women in the US. Women are most frequently infected via heterosexual sex (70%). 5 Biologically, women are more likely than men to be exposed to HIV through sexual intercourse because the lining of the vagina provides a large area of contact for infection. 6 Moreover, social factors further increase women's susceptibility. Jonathan Mann explained, "In each society, those people who before HIV/AIDS arrived were marginalized, stigmatized, and discriminated against became over time those at highest risk of HIV infection. Thus in the United States, the epidemic has turned increasingly towards minority populations in inner cities, injection drug users, and women. "7 Women are also particularly vulnerable to HIV/AIDS because of violence. Studies of women in the general US population reveal a 22% to 31 % prevalence of Intimate Partner Violence (IPV), defined as "any behavior within an intimate relationship that inflicts physical, sexual, or psychological harm." 8, 9 In contrast, nationally representative research studies of women with or at risk for HIV indicate that these women experience significantly higher rates of violence (64%-67%).10,11 IPV may hinder a woman's efforts to have safe sex, making it an especially problematic dimension of both primary and secondary* HIV prevention programs for women.
In order to more appropriately respond to the challenges that women face in protecting themselves from HIV via heterosexual sex, it is necessary to examine existing HIV pre-* Primary prevention is conducted with HIV-negative women to prevent acquisition of the virus. Secondary prevention is conducted with HIVpositive women to help these women protect themselves from further infection and prevent further transmission of the virus. ** Women who identify as lesbians face different challenges to HIV prevention. This analysis focuses on women who engage in sexual intercourse with male partners, defined as heterosexual women; this activity poses the greatest transmission risk for women. vention strategies through new and innovative frameworks. With a similar goal, Nancy Krieger and Sofia Gruskin employed ecosocial and human rights frameworks to further understand disparities in women's health regarding tuberculosis, stating, "We have found that articulating [these] frameworks and using them systematically helps to uncover gaps in knowledge and action and to set the grounds for new initiatives in research and policy."12 The frameworks are equally relevant to envisioning improved HIV prevention policies for adult women in the US.
This article applies both the ecosocial and human rights frameworks, independently and together, to analyze the links among HIV risk, violence, and HIV prevention, and to justify the need for a government strategy for HIV treatment and prevention that is grounded in the imperative to respect, protect, and fulfill the rights of women. These two frameworks help us to 1) demonstrate how HIV/AIDS is a clinical manifestation of violence against women, 2) identify safety from violence as a human right necessary for well-being, and 3) suggest ways in which HIV prevention initiatives can more effectively improve women's health and fulfill their basic human rights.
Key international health leaders such as the Joint United Nations Programme on HIV/AIDS (UNAIDS) and the World Health Organization (WHO) endorse using a rightsbased approach to HIV/AIDS prevention. The Declaration of Commitment on HIV/AIDS and the International Guidelines on HIV/AIDS and Human Rights were adopted at the UN General Assembly special session on HIV/AIDS in 2001. 13, 14 These documents recognize that the full realization of human rights is an essential element of an effective global response to HIV/AIDS, set goals and objectives for governments, and identify specific actions that governments should take to respond to HIV/AIDS according to their human rights obligations.
The US government lags far behind in adopting such far reaching methodologies in its officially endorsed prevention efforts. New theoretical perspectives, such as ecosocial and human rights frameworks, are necessary to reframe HIV prevention policies to acknowledge the links between violence and HIV for women and more adequately fulfill women's rights to safety and health. Ecosocial and human rights approaches overlap: they both focus on monitoring population health and exploring accountability for health determinants. In the same way that the health and human rights framework seeks to determine who and what is responsible for health patterns, ecosocial theory supplies the theoretical understanding of the tangible link between state and societal structures and individual health. It does so by considering how "social relations and ecologic conditions literally incorporate themselves into the body throughout the life course" and seeks to explore how "developmental and evolutionary biology interact with social, economic, and political conditions to explain population patterns of health, disease, and well-being."23 While ecosocial theory, however, is concerned with which conditions are embodied, how they are embodied, and how social inequalities in health can be measured, the health and human rights framework focuses on state responsibility for laws, policies, and practices that influence the ways in which human rights are linked to health. 24 Here, these frameworks are applied, independently and together, to the analysis of HIV prevention programs for adult women in the US to explain: Certain types of sexual activity are riskier than others, and violent sex may be likelier than non-violent sex to transmit infections.31 After talking with HIV-positive women with violent partners, Bronwen Lichtenstein concludes that a relationship with an abusive partner is equivalent to being "injected with the virus," describing abused women as "mostly too poor, terrorized, addicted, or isolated to leave an abusive relationship," regardless of the consequences.32 46 Vol. Fourth, the effects of violence on women's mental health can indirectly lead to HIV through influencing women's behavior. Decreased confidence, self-esteem, and self-worth, as well as increased anxiety and depression may make it difficult for women with violent histories to talk to their partners about sex or even learn to use safe sex skills, which may lead to high rates of risky activities.53 Women may also feel responsible for their own abuse and may not have the sense of self worth necessary to protect themselves by asking their partners to use condoms.54 Victims of violence can learn to be helpless if they are subjected to ongoing situations with limited control over their choices or their own bodies. They therefore may lack confidence to assert their needs and rights. Women may also not see the need to protect themselves since traumatic experiences often limit a woman's ability to perceive danger.55 56 As a result, women with abuse histories may couple with harmful partners in dangerous situations, without fully acknowledging the risk, or without the ability to minimize it. Additionally, many abused women disassociate to successfully cope with abuse. By blocking out their emotions, experiences, and feelings, these women numb themselves, which can affect their ability to perceive danger or lead them to take part in dangerous behaviors to regain feeling. 57, 58 In The principles listed in these documents define rights that enhance well-being and should be embraced by all nations. Governments can freely decide to become parties to international human rights treaties, which are binding to governments that sign and ratify them. If a government only signs a treaty, then it is simply expressing its agreement with the principles but does not intend to be held accountable to uphold the principles. The US is only a signatory of both CEDAW and the ICESCR. While this is a positive assertion that the US supports these critical human rights documents, ratifying them would be an essential step toward prioritizing the protection of women's human rights and the promotion of their health.
There is some recourse for making a grievance against the US government for lack of attention to violence in the context of HIV prevention. The US has ratified the ICCPR. Thus, the US can be held responsible for assuring the right to women's safety (Articles 7 and 9).75 This means that government programs are obliged to take all possible steps to protect and fulfill these rights. As demonstrated below, standard US prevention efforts currently do not take into account violence. These rights are not adequately respected, protected, or fulfilled by government-sponsored HIV prevention programs for women.
Current US HIV Prevention Policies
The US employs a three-part approach to HIV prevention, which consists of prevention activities directed toward at-risk populations; HIV counseling, testing, and referral services; and prevention activities directed at improving the health of HIV-positive persons and preventing further transmission.76 Prevention programs and related activities focus on modifying the primary behaviors that transmit HIV, including unsafe sex and unsafe injection practices.77
The While the impressive interventions and skills described in the Compendium and REP/DEBI are evidenced to effectively decrease sexual risk behaviors, they do not address the potential impact of violence on women's risk behaviors. If there is to be a concerted, effective action to reduce HIV among US women, then the government must develop a standard for best practices that includes attention to violence prevention and integration of violence prevention into HIV prevention activities.
US Prevention Efforts' Failure to Adequately Fulfill Women's Rights
Both the Compendium and REP/DEBI combine heterosexual men and women into one prevention category. These groups need distinct prevention strategies, however, because they need different skill sets to protect themselves from HIV and other STIs. For example, heterosexual men need to use condoms, while heterosexual women need to safely convince men to use condoms. Key program skills are not specific to women who experience violence, even though a large percentage of women report this history, which is overwhelmingly connected to their risk behaviors.
Certain skills may lead to safer sex, but, if learned and utilized, they can also increase a woman's risk of violence. Several aforementioned studies indicate that women fear asking their partners to use condoms and often suffer physical and sexual abuse as a result of such efforts. Because women may not be able to safely practice these skills, they may never effectively integrate them into their lives. The interventions in the Compendium and REP/DEBI are described as effective for increasing episodes of safe sex and women's use of specific skills. We still do not fully understand how to measure and address the costs that women must endure to meet these goals, however, nor do we know whether women can maintain them over time.
As stated above, a woman who is exposed to violence may utilize unhealthy coping styles that make it difficult for her to truly integrate new risk reduction skills. For example, a woman in a violent relationship may have learned that being passive and acquiescent has saved her from abuse. She may therefore be reluctant to act assertively. Her capacity to think clearly may also be impaired by past or continual stress. This often leads victims of violence to make decisions based on impulse and the need to protect themselves from violence, versus using careful decision-making processes prescribed by risk prevention programs.97 A successful intervention, then, should teach skills that can be used by women in a variety of contexts, including violent relationships.
Lastly, current emphasis on condoms and negotiation skills and neglect of violence draws attention and resources away from acknowledging and treating the complex root causes of HIV among women, which include the violation of women's right to emotional, physical, and sexual safety.
Lessons Learned for HIV Prevention Policies in the United States
Together, ecosocial and human rights frameworks suggest opportunities to strengthen US HIV prevention policies to more effectively meet women's needs. Embodiment places violence and its effects as central to women's vulnerability to HIV, enabling real and complex causes of HIV and sexual risk practices to be explored and addressed. Ecosocial theory recognizes the various levels of women's risk, such as environmental, social, individual, and biological. Only through understanding these connections can comprehensive and appropriate HIV prevention policies be developed.
Framing initiatives based on the importance of protecting human rights makes a compelling statement about the government's commitment to protecting and promoting women's safety and health. The US can follow international examples such as the Declaration of Commitment on HIV/AIDS and the International Guidelines on HIV/AIDS and Human Rights.98 99 Guideline eight specifically indicates that "states, in collaboration with and through the community, should promote a supportive and enabling environment for women, children, and other vulnerable groups by addressing underlying prejudices and inequalities through community dialogue, specially designed social and health services, and support to community groups."'10 HIV prevention interventions based on the integration of human rights and ecosocial frameworks can fill existing gaps in HIV prevention policies and programming by ensuring a standard through which prevention programs are accountable to protect women from HIV and violence, and by addressing the multiple layers of women's risk behaviors, including violence and its effects. Table 2 explains policy suggestions generated from using ecosocial and health and human rights frameworks to analyze HIV prevention.
HIV prevention best practices include skill teaching combined with education on multiple levels (individual, group, community).101 The above-mentioned concepts represent innovative approaches generated from the integration of health and human rights and ecosocial frameworks and a combination of best practices from two disciplines. Violence prevention best practices include a focus on primary prevention to uproot the causes of violence and on structural-level collaborations that better meet the needs of violence victims. 102 Because IPV and HIV are interrelated, proposed solutions require integration and collaboration. Further research is needed to understand what women who experience violence need in order to reduce their risks, how different and novel theories can provide the foundation for innovative programs, and how seemingly diverse disciplines and practices can collaborate to create solutions. Applying human rights and ecosocial frameworks offers both an innovative approach and a starting point for further exploration.
Conclusion
For violence victims and survivors, current HIV prevention strategies such as those promoted by US government-sponsored initiatives may actually do more harm than good. In order to become truly effective tools in the fight against HIV/AIDS, interventions need to address the links between violence and risk. Since its start, HIV/AIDS has most severely impacted those who face discrimination, stigma, and lack of decision-making power.'03 The current epidemiology of HIV/AIDS reveals the connection between social inequities and health. Prevention policies must be reframed to adequately confront this connection. It is clear that those whose basic rights, such as the right to safety, are Suggested HIV prevention policy changes [ 
